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Introduction
According to law, the health of every citizen in the
United States is protected under authority of a state health
agency.' Many state statutes suggest that the state health
agency or the director will invoke all means necessary to
protect the health and well-being of the public. ' Great varia-
bility characterizes both the extent and the means by which
state health agencies exercise this authority. Some states
have abrogated much of their authority in favor of action by
local units of government; other states have established local
or regional health units which function in effect as satellites
of state government. By one device or another, nearly all
population clusters are served by a governmental health unit
which is functional at local levels. Populations who are not
covered tend to be those in sparsely populated areas of the
far western states. In those areas, the state health agencies
retain responsibility for whatever public health services are
offered.
When measured by expenditures, state and local health
departments do not figure large on the health care scene.
Their aggregate budgets from all sources and for all serv-
ices-about $4 billion* -comprise less than 3 per cent of the
nation's health budget. In recent years budgets for official
public health agencies have been more constrained than oth-
er sectors of the health economy.
Establishment of the nation's first local health depart-
ment in New York City was prompted by twin fears of dread
epidemics and of rebellion by the poor against property and
privilege.3 Fear of epidemic disease was well founded in
mid-nineteenth century America. People lived with over-
whelming evidence of environmental pollution in rapidly
growing cities, and tuberculosis, the white plague, was
rampant. Other plagues were introduced regularly by the
flood of immigrants pouring into port cities and industrial
centers. These health hazards were well documented; their
control by community action had been recommended by
*State health departments spent $2.8 billion in FY 1977 includ-
ing $559 million which was provided to local health departments.
Local departments were estimated to have spent a total of $1.8 bil-
lion in FY 1977. These figures do not include an additional $3.7 bil-
lion of Medicaid funds which were administered by state health de-
partments in eight states.2
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Shattuck in 1850.4 His recommendations were not imple-
mented until reforms were forced by the New York City
draft riots in 1863. Duffy describes these violent outbreaks as
ostensibly a reaction by poor people against impressment in-
to a military cause for which they felt little commitment.
However, the riots were as much a rebellion of the poor
against their persistent neglect in the midst of visible
wealth.3
Local health departments, first established in New York
City and soon after in such remote areas as the rural counties
of North Carolina,** were most obviously an effort to im-
prove environmental sanitation and curb epidemic disease.5
From earliest beginnings, these efforts were associated with
the direct rendering of personal health services, usually for
selected conditions and for selected people, by clinics in
public health departments, by dispensaries in public hospi-
tals, or both.
Antecedents of public responsibility for rendering per-
sonal medical care under selected circumstances are even
older than local health departments. The establishment in
1798 of the US Public Health Service, with its clinics and
hospitals in port cities, was recognition of the fact that sur-
vival of the young republic depended on maritime trade and
on its enablement by healthy seamen. This action also ac-
knowledged that the prevailing private and voluntary pro-
vider systems could not meet this need for medical services.
The provision of services to special groups or for selected
conditions has continued to exert an important influence on
the scope of public involvement in medical care during the
past 200 years.
The record shows early and extensive involvement of
public clinics and dispensaries in rendering medical care for
tuberculosis and venereal disease, in home health care, men-
tal illness, perinatal care, family planning, immunizations,
well-child care, and crippling conditions, especially of chil-
dren. With minor exceptions, the client populations have
been the poor. The expansion of categorical medical services
into publicly sponsored programs of comprehensive health
care was well established in several cities (Milwaukee, Cin-
cinnati, New York City) by the second decade of the twenti-
**Public committees had been charged to cope with public
health issues for many years, but the first state health department
was not established until 1855, in Louisiana; Massachusetts fol-
lowed in 1869. In 1883 the State Board in North Carolina made pro-
vision for local health boards in the 94 counties. The local boards in
turn established health departments, the first in Guilford County
(1911) and next in rural Robeson County (1912).5 These devel-
opments were closely associated with the Rockefeller Foundation's
efforts in the South to erradicate hookworm.
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eth century.6 7 These efforts accumulated impressive rec-
ords for improved health, including reduced infant mortality
and claims for protection of constituent populations from the
worst effects of the influenza pandemic of 1918.7 However,
these public comprehensive health centers fell victim to a
wave of conservatism during the 1920s when many public
service programs were discredited as an alleged socialist
threat.
New impetus to public responsibility for health services
came during the dislocations of World War II. Extensive
new communities of dependent families located around mili-
tary centers. These dependents had limited access to medi-
cal care and the need for maternity services was especially
evident. As a result, Congress passed the Emergency Mater-
nity and Infant Care Act (EMIC) of 1943, which had a
national impact. At its peak, it provided for one out of every
seven deliveries in the United States.8 Dr. Leona Baum-
gartner credits the Act with enabling the New York City
Health Department to accelerate its involvement in medical
care.9
In the mid 1960s, domestic rebellions once again stimu-
lated growth of public programs of medical services for the
poor, notably such efforts as Comprehensive Neighborhood
Health Centers, promoted first by the Office of Economic
Opportunity and later administered by the Department of
Health, Education, and Welfare.'0 High evaluations have
been given these programs for both economy and effective-
ness. "I Special projects of Title V of the Social Security Act
(the Children and Youth and the Maternal and Infant Care
Projects) demonstrated the effectiveness of comprehensive
care for selected populations not only in inner cities but in
remote rural and mountain areas."
The record of health departments with relation to these
community health service centers is not well documented.
The new federally initiated centers tended to be established
in areas of greatest neglect, which meant that they were also
in areas where other provider systems including local health
departments were not well developed. In some areas where
the new health centers were established, health departments
acquired reputations for inadequacy and even obstruction.
That reputation is not always deserved, as some of the case
studies in this report will subsequently document. The new
centers, stimulated and funded by federal initiative, required
local sponsorship. Sponsors included a variety of agencies,
including local health departments, medical schools, and
nonprofit corporations. Local health departments spon-
sored about 13 per cent of the Neighborhood Health Cen-
ters, nearly 30 per cent of the Children and Youth Projects,
and three-fourths of the Maternal and Infant Care Projects. 12
No suggestion has been made that the achievement of health
department sponsored centers is less noteworthy than those
centers which were sponsored by other agencies including
medical schools and teaching hospitals.
Utilization ofAmbulatory Care
This report summarizes recent data on the extent to
which people, especially children, utilize public provider
systems for personal health care, and the extent to which
that care is rendered by local health departments. Important
relevant information derives from the 1974 national health
interview survey as reported by Kovar.'3 During 1974, 69
per cent of children and youth made at least one ambulatory
visit to a medical provider: 45 per cent went only to a private
doctor, 7 per cent received care only at a hospital or free-
standing clinic, and 17 per cent had both private and agency
care. One child in four received all or part of his/her ambula-
tory care from a community agency.
A regular source of medical care is regarded as an asset,
not only for easy access in time of need but to facilitate use
of preventive services. Individuals with a regular source of
care have been found to make more frequent medical visits
than others. More importantly, a regular source of care in-
creases the use of preventive services. For example, 44 per
cent of children and 50 per cent of adults with a regular
source of care in an East Palo Alto sample made a preventive
care visit; only 5 per cent of children and 28 per cent of
adults without a regular source of care made such a visit.'4
The nature of the regular source of care is of special
interest. In the 1974 national health interview, 88 per cent of
children were reported to have a regular source of care; for
78 per cent of respondents that place was a private doctor's
office. Consistent with the national findings is a study of
Rhode Island residents which surveyed a sample takep from
city directories, and found that 90 per cent of the respond-
ents had a regular source of medical care; in nine out of 10
instances that source was a privately practicing physician.'5
Other regular sources included hospital emergency rooms,
neighborhood health centers, and freestanding clinics.
The periodic surveys of child health care in Rochester
also yield important time trend data. Between 1967 and 1975,
the proportion of children reported to have a regular source
of medical care increased from 92 per cent to 96 per cent.'6
Even more striking were changes in the sources of care: the
proportion of all visits rendered in the public sector in-
creased from 15 per cent to 21 per cent, while utilization
rates in the private sector dropped. The researchers ob-
served an increase from 5.55 visits in 1970 to 5.75 visits in
1975, due to an extension of the public sector.'6 During this
period of increase in public sector care, the utilization in out-
patient departments and emergency rooms declined while
utilization of health centers increased.
The full import of the public sector's role in providing
medical care does not emerge until attention focuses on pov-
erty level populations, more than one-half of whom are un-
der 21 years of age. '' About 40 per cent of all Black children
live in poverty level households.'8
In the 1974 health interview survey, 36 per cent of poor
children did not receive any ambulatory health care in the
previous year. From all that is known about the status of
their health, a conclusion that they did not require such at-
tention would not be warranted. '9 Among poor children who
received care, more than one-half received all or part of it in
clinics, hospital outpatient departments, or emergency
rooms. Thirty per cent of poor children received care only
from private practitioners; about 14 per cent received care
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only from public health clinics and neighborhood health cen-
ters.'3
The record is even less reassuring for Black children,
regardless of economic level: 42 per cent received no medi-
cal care in the previous year;20 30 per cent of those who ob-
tained care received it only in a community agency while
another 24 per cent used both public agencies and private
providers.
Interestingly enough, the 1974 health interview survey
reveals that children from high income families were seen in
emergency rooms almost as often as those in low income
families (15 and 19 per cent respectively), indicating the
great extent to which both public and private provider sys-
tems are supplemented by community resources for crisis
care and perhaps for off-hour coverage.'3 Use of the tele-
phone to seek medical advice was strikingly different for
Black children (6 per cent) and poor children (12 per cent) as
compared with White children (25 per cent) and those in in-
come levels above $15,000 (27 per cent).
Poor and Black children report a somewhat diminished
likelihood of having a regular source of medical care (82 and
83 per cent respectively, as compared with 88 per cent for all
children). Poor or Black children, when they do have a regu-
lar source of care, have a diminished likelihood that the
source is a private physician (61 and 55 per cent respectively
as compared with 78 per cent for all children)."I
In the Rhode Island survey, 84 per cent of Blacks re-
ported a regular source of care as follows: private physi-
cians, 58.8 per cent; neighborhood health centers, 27.5 per
cent; outpatient departments, 20 per cent; emergency room,
9.8 per cent; other clinics, 2 per cent.'"
Additional information comes from another small area
study. Dutton, in household survey of two neighborhoods in
Washington, DC revealed that more than 90 per cent of the
households reported a regular source of care,2' with one-
fourth of the households reporting the source to be a public
clinic, and another one-fourth reporting hospital outpatient
departments and emergency rooms. Compared with users of
private providers, the families using public clinics were more
likely to be at or below poverty level, have a female head of
household, and receive public assistance. More than one-
half of the public clinic users had health insurance, and 13
per cent were educated beyond high school. Users of public
clinics, hospital outpatient departments, and emergency
rooms were not necessarily transient; they had lived in the
area on the average the same number of years as users of
private providers. In Dutton's study, use of preventive serv-
ices in the public clinics was significantly higher than in fee-
for-service provider systems, hospital outpatient depart-
ments, and emergency rooms, but less than in prepaid group
practices. This finding is consistent with the report by More-
head, et al, which documented that with respect to well child
services the public clinics performed better than private pro-
viders.22
Generalizations from small area studies are difficult be-
cause findings may not be relevant to the national scene. For
example, one study by Lan, et al, of children in a low income
inner city census tract reported that only 15 per cent of the
families had obtained medical care from private physi-
cians.23 Forty per cent of the families were known to be en-
rolled for Medicaid, suggesting that, for many people, partic-
ipation in private provider systems was not facilitated even
with removal of economic barriers. Two-thirds of the chil-
dren had received care at the clinics of the municipal health
department, and three-fourths had received either ambula-
tory or inpatient care at the local hospitals. Such evidence
clearly does not reflect the experience of most populations,
but it supports the observation that for some populations the
public provider systems are of critical importance.
Time trend data are scant but suggest that utilization of
public clinics and health centers has increased over the past
decade. This may have been stimulated in part by greater
activity of the Early Periodic Screening, Diagnosis and
Treatment (EPSDT) programs. Eleven and a half million
children are eligible for EPSDT, and some states claim to
have reached 75 per cent of eligible children. The Health
Care Financing Administration reports that, in 1976, the pro-
gram nationally had served 30 per cent of the target popu-
lation. '9 Twenty-three states rely exclusively on state and
local health departments to carry out the screening portion
and much of the follow-up diagnosis and treatment. These
states succeeded in reaching twice as many eligible children
as other states.24 Studies from selected states conclude that
follow-up experience for involving appropriately identified
children in diagnosis and treatment was comparable, no mat-
ter which provider groups did the screening.25 Only eight
states implement EPSDT without participation of health de-
partment clinics.
Growth of categorical services in local health depart-
ments is well documented. Davis and Schoen report that the
percentage of live births for which care was rendered in ma-
ternity medical clinics of health departments increased from
5.4 per cent in 1959 to 9.2 per cent in 1972.26 By 1976 the
proportion had reached 12.8 per cent.27 These figures are not
large with respect to all live births but represent an impres-
sive portion of pregnancies among poor women. The in-
crease is especially noteworthy as it occurred during years of
declining poverty rates and growth of alternate provider sys-
tems which were specifically targeted for the poor, such as
Comprehensive Neighborhood Health Centers and the Spe-
cial Projects of Title V of the Social Security Act.28 The in-
creases for maternity care in health departments are even
more impressive if maternity nursing services are included.
Nationwide by 1976 one new mother in five received such
services and, in three states, maternity nursing services in
health departments were rendered at the rate of one-third of
all live births.27 The same source reports that general pediat-
ric clinics were offered in health departments in one-third of
the states. Nationwide in 1976 more than 17 per cent of all
infants received care in health department well-child confer-
ences.27
Davis and Schoen report a three-fold increase in users
of publicly financed family planning programs between 1968
and 1972.26 By 1975, nearly one-half of all users of con-
traception obtained services from the clinics of local health
departments; in nonmetropolitan areas and for select popu-
lations such as rural teenagers, the proportion is higher (67
per cent and 75 per cent respectively).29
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Surveys ofHealth Departments
Surveys were done on the health care rendered by local
health departments by Terris in 1947 and again by Myers in
1966.30 31 Comparisons are possible for nine different serv-
ices of personal medical care.*** These comparisons
showed substantial increases in the specific services over
time. The 1966 survey reported on 1,323 departments: 82 per
cent of the departments assumed responsibilities for the
medical care of recipients of public assistance, and more
than one-half of the departments fulfilled that responsibility
with their own facilities and staff. Information gathered on 48
different kinds of personal health services revealed that 35
per cent of the departments provided at least half of these
services.3'
Another survey was done in 1974 with returns from
1,355 departments, (65 per cent response rate).32 Once
again, substantial increases were reported in all services for
which comparisons could be made with the 1966 survey; on-
ly tuberculosis and mental health services showed slight de-
creases. More than one-half of the departments offered each
of the following services: ambulatory medical care, immuni-
zation, maternal and child health services, tuberculosis care,
school health, venereal disease services, chronic disease
care, home care, and family planning. For a number of im-
portant services, the health departments were reported as
the only providers of organized programs in their commu-
nities. These organized programs and the proportion report-
ed as sole source of care include: ambulatory care, (7.6 per
cent); chronic disease programs, (25.7 per cent); family plan-
ning, (38.0 per cent); school health, (38.5 per cent); maternal
and child health (44.8 per cent); venereal disease, (57.7 per
cent); immunizations, (62.3 per cent); tuberculosis care,
(63.3 per cent).
Twenty health departments reported that they were the
only provider within their jurisdictions for acute hospital
services. Twenty-five per cent of the departments reported
that direct delivery of medical care was one of their most
important functions.
Health departments in the Sunbelt, Pacific, and Moun-
tain areas were found to be better staffed and financed than
in other parts of the country; they are more involved in medi-
cal care.32 For example 44 per cent of the departments in the
South Atlantic region ranked direct delivery of medical care
as their most important function.
The major constraints on expansion of services were re-
ported to be insufficient staff and facilities. Neither client ac-
ceptance nor attitudes of local practitioners were regarded as
significant constraints on expansion of services.
The National Public Health Program Reporting System
(NPHPRS) provides relevant data on personal health serv-
ices that are financed through State Health Departments.2
This report covers much, but not all, of the services ren-
dered through local health departments. Neither the aggre-
gate of services and expenditures as tabulated at local levels
***Venereal Disease, Tuberculosis, Crippled Children, Child
Health, Dental Health, Maternal Health, Cancer, Mental Hygiene,
and Cardiac Care.
nor that reported at state levels gives a complete accounting
of the activities of the official public health agencies, but
combining the two sources of data introduces errors of dupli-
cation. Distribution of percentage expenditures are, how-
ever, consistent between state level reports and aggregate
local health department reports; about 70 per cent of funds
spent by official public health agencies are designated for
personal health services.
The $2.8 billion in total public health expenditures ad-
ministered through state health departments can be cate-
gorized according to preventive or treatment emphasis.:
Thirty-six per cent of the total expenditures are primarily
preventive; 33 per cent are for treatment; and another 30 per
cent are for a combination of treatment and preventive serv-
ices. Treatment services, as measured at the local level,
probably receive an even greater emphasis, since the clinics
of local health departments in many states are Medicaid ven-
dors, with fees paid to them by welfare agencies. Fee income
comprises about 8 per cent of health department budgets.
The per cent of expenditures which derive from fees nearly
doubled between 1974 and 1977.2
An estimated 85 million people-two persons out of
every five in the United States-were served directly by the
personal health programs under State Health Departments
during fiscal year 1977.2 These contacts represent an in-
crease of 27 million over those served in fiscal year 1976. The
increase was primarily due to expansion of the Supplemental
Food Program for Women, Infants and Children (WIC), hy-
pertension screening, and swine influenza immunization.
These contacts represent a potentially important and largely
unmeasured access system to more complete care.
Discussion
Some generalizations seem justified. Local health de-
partments are substantially involved in rendering medical
care and that involvement has increased during recent dec-
ades. Services are primarily directed toward a poverty level
clientele, although the extent of some services such as family
planning, home health care, and screening suggest that they
may be provided increasingly across socioeconomic lines.
Some of the most dramatic evidence for increased services
relates to brief single purpose contacts. Data are not avail-
able to enlighten the extent to which those contacts occur in
a context of comprehensive care within health departments,
in collaboration with other provider systems, or lead to sub-
sequent contacts for other services.
Little can be said about the quality of care except to
point out that no evidence exists to support a view that
health departments operate poor programs for poor people.
Insofar as the quality of care has been studied, which is rare,
it is reassuring especially with regard to emphasis on pre-
ventive and child health services.
tAn additional $3.7 billion of Medicaid expenditures adminis-
tered by health departments in eight states are not included in these
tabulations.2
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Many questions remain unanswered. One of them asks
if expansion of clinical services in health departments is a
development which should be encouraged. Does it respond
adequately to the health needs of poor people; does it con-
tribute to reducing fragmentation of care; does it have poten-
tial for responding to unmet needs which are still consid-
erable? In spite of improvement in many health indicators
during recent years, ample reasons for concern still remain.
These have largely to do with persistent disparities in health
status between rich and poor, between minority and non-
minority. Infant mortality, maternal mortality, low birth-
weights with attendant sequellae, immunization rates, dental
health, early recognition and treatment of perceptual dis-
orders, anemia and stunting due to nutritional deficiencies-
all these are indicators of poor health that excessively affect
poverty level people and minorities. The conditions are
known to yield to interventions which feature simple antici-
patory care which is not dependent on long-range social re-
forms or income redistributions, desirable as these ends may
be.
Traditional private and voluntary provider systems may
have a limited potential for organizing and sponsoring the
required interventions. For example:
* Poor people, even when economic barriers to "main-
stream" health care are removed, follow previous familiar
patterns of utilization.33
* Many private providers prefer not to see poverty level
patients, sometimes in protest that payments are not ade-
quate or that documentation is cumbersome, and sometimes
out of discomfort in trying to cope with health problems
which have multiple causuality and may not yield to usual
medical treatment. For whatever reason, nationally only
about 50 per cent of all physicians participate as Medicaid
providers, and in some states as few as 30 per cent will see
Medicaid patients.'9
* It may be an inappropriate expression of good in-
tention to consider as "mainstream" for poor people those
provider systems which serve the middle class. Special pro-
grams with a blend of medical care and social support serv-
ices may represent appropriate "mainstream" care for many
people. Once again experience with EPSDT is instructive.
Nationally, about one-half of the children screened have
been found to have a medical problem requiring follow-up.
Eighty per cent of the conditions are chronic even though the
children include a number who have previously been under
medical care.'9 The conditions most often found include vi-
sion or hearing disorders, dental disease, and nutritional
anemias-conditions which cannot be adequately managed
in the usual physician's office without referral to other pro-
viders and community agencies. The conditions are not nec-
essarily well handled in the physician's office or even in
teaching hospitals, unless special provision has been made to
organize resources for this purpose.'9
During recent decades, a number of publicly sponsored
projects have successfully demonstrated ways in which un-
derserved people, predominately poor and minorities, can be
reached with essential medical services.'°"I These demon-
strations include the Comprehensive Neighborhood Health
Centers begun by the Office of Economic Opportunity, and
the special projects of Title V of the Social Security Act.
Successful features of these demonstrations-including out-
reach; consumer participation and training programs; use of
aides and mid-level practitioners; merger of environmental,
social and medical inputs; transportation; and child care-
have not been generally incorporated into private systems of
care. Interest deservedly focuses on the prospect that public
systems might do better.
* Reaching entire populations with basic medical care
makes good sense not only in terms of social justice but in
terms of public health outcomes. This emphasis has pre-
vailed in most industrialized nations except our own; it has
been adopted as World Health Organization policy for devel-
oping countries;34 and its benefits have been amply demon-
strated both abroad and in demonstration projects at
home.35 36 Efforts to reach entire populations by means of
private and voluntary provider systems exclusively may be
exceedingly costly and may require a degree of regulation
which is understandably resisted. Models of support and reg-
ulation have not been developed to inspire confidence that
all underserved populations can be reached except through
public initiative and publicly sponsored provider systems.
What then is the extent to which traditional medical sys-
tems need to be supplemented by endeavors organized,
sponsored and advanced through the public sector? A single
answer will not serve for every community nor for all parts
of the country, but a number of examples demonstrate how
some communities have sought an answer.
Community Case Studies ofAmbulatory Care
In 1977 the Secretary of the US Department of Health,
Education, and Welfare, responsive to a mandate from Con-
gress, authorized the Center for Disease Control (CDC) to
convene a committee (Preventive Standards Work Group)
for the purpose of proposing Model Standards for Commu-
nity Preventive Health Services.tt The committee was com-
prised of a chairperson from CDC and three representatives
each from the United States Conference of City Health Offi-
cers, National Association of County Health Officers, Asso-
ciation of State and Territorial Health Officers, and the
American Public Health Association. The Work Group
agreed to serve another function incidental to its primary
mission: it served as an expert panel for the identification of
local health departments which might serve as exemplars for
their role in rendering personal health care; the study of
those departments is reported here.
Selection Procedure
A modified Delphi approach was undertaken. The ex-
pert panel members were asked to nominate local health de-
partments which were considered to have outstanding pro-
grams of personal health service for which the experts were
t$The Work Group's report was completed and submitted by
the HEW Secretary to Congress in August 1979.37
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developing standards.tt# Fifty-seven local health depart-
ments were nominated. The list was then recirculated to the
panel to make any additions they desired, giving special at-
tention to departments ". . . that are committed to assuring
primary health care to rural populations." From the ex-
panded list the panel was asked to indicate the 12 depart-
ments they considered ". . . most outstanding in the scope
and quality of their personal health services."
Thirty-eight nominess were thus selected to be consid-
ered for intensive study. Departments were nominated from
all parts of the country, but nominations were most plentiful
from the Sunbelt and Pacific areas, and health departments
which include a metropolitan area predominated. The most
evident characteristic of the nominated departments was
their prominence in the life and work of the expert panel;
panel members volunteered that they had no informed basis
for theirjudgments beyond individual professional contacts.
Twelve departments were selected for intensive case
study: three of the nominees were chosen for field testing,
six were included because they received the largest number
of nominations, and three were selected to achieve balance
in geographic distribution and size. Three additional depart-
ments were selected for less intensive study because they
fitted easily into travel schedules and were reported to fea-
ture significantly innovative programs which might not be
seen at the other centers. Fifteen departments in all are in
process of study. Background data and reports have been
received from all of them, and all have been visited at least
once by a team of field workers.
Procedure of Study
Protocols, prepared for data collection from each study
community, were sent to each health department director
with a request that they be completed and returned. They
were then reviewed by the project director (M-KM) to iden-
tify gaps in information and arrange site visits. A pool of five
people, two physicians and three nurse practitioners, was
used for site visits, ordinarily three people to each depart-
ment for a period of three days.* During site visits, an at-
tempt was made to complete the data protocols, visit repre-
sentative service programs, and conduct interviews. Inter-
views were held with the director and usually with the
administrative head of each division. At the clinical sites,
interviews were conducted with the administrator, pro-
viders, and patients or their families. No systematic process
was followed to select providers and patients for interviews;
an effort was made to interview people who were available
and willing under circumstances which would not disrupt
tttThe Work Group developed standards for 28 different pro-
grams. Eleven of these were judged to be closely associated with the
direct delivery of personal health care; they include chronic disease
services, communicable disease control, dental health, family plan-
ning, health education, home health services, maternal and child
health, nutrition, primary medical care, school health, and genetic
disease control.
*C. Arden Miller, MD; Merry-K. Moos, BSN, MPH; Jonathan
B. Kotch, MD, MPH; Marie L. Brown, BSN, MPH; and Maureen
P. Brainard, CNM, MPH.
clinic procedures. Interviews were also arranged with direc-
tors of local hospitals, local practicing physicians, appropri-
ate officers of government such as mayors or county com-
missioners, members of the health department board, and
consumers on advisory or governing boards. These appoint-
ments were usually arranged by the director of the health
department.
All interviews were semi-structured, following pro-
tocols which had been developed to give emphasis consis-
tent with the respondent's relationship to the health depart-
ment. The protocols were designed in part to elicit factual
data, but the major emphasis was to explore attitude, per-
ception, or judgment attached to the role of health depart-
ments as providers of personal health care. These issues and
the impressions gained about them from the interviews form
the substance of this report.
A disclaimer is indicated. Little in this report has been
programmed, randomized, key-punched, or printed-out.
People whose minds were not unblemished by conviction
talked with other people who were selected in ways designed
to reinforce those convictions. Reinforcement did in fact
take place.
Background
The judgments of the expert panel were confirmed by
our studies; these 15 health departments are impressively in-
volved in rendering personal health care. A listing of the de-
partments and some service characteristics of special inter-
est are found in the Appendix.
The programs in eight of the departments ** derive from
concepts and patterns of care which were emphasized by the
OEO/HEW Neighborhood Health Centers. Seven of the
eight are urban departments, all of which operate neighbor-
hood health centers, many with satellite clinics. The centers
offer comprehensive ambulatory services including special-
ized care and assured access to consultations and hospitals.
Best estimates on the number of people served in several of
the communities approximate the size of the local proverty
level population, although no program claims to reach all
poor people or to confine services exclusively to the poor.
The second group of departments,*** often with a rural
constituency, features primary care with referral systems
which assure consultation and hospital care as needed, often
with heavy reliance on collaboration with private providers.
Use of mobile clinics is extensive; special projects such as
those supported by Health for Underserved Rural Areas or
the Appalachian Regional Commission are an important as-
pect of these departments.
**The Cincinnati Health Department, Cincinnati, OH; Contra
Costa County Health Department, Martinez, CA; Denver Health
and Hospitals, Denver, CO; Detroit Health Department, Detroit,
MI; Maricopa County Division of Public Health, Phoenix, AZ;
Memphis-Shelby County Health Department, Memphis, TN; Mult-
nomah County Department ofHuman Resources, Portland, OR; De-
partment of Health and Welfare, Division of Health, Newark, NJ.
***Cortland County Health Department, Cortland, NY; Lane
County Health Department, Eugene, OR; Yolo County Health De-
partment, Woodland, CA; Craven County Health Department, New
Bern, NC.
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A third group of departments has achieved excellence
through categorical programs such as dental care, childrens'
services, maternity care, and family planning, coupled with
efforts to provide entry into other established systems of
care ordinarily by means of screening clinics.: Outreach,
mobile vans, and satellite clinics that provide limited serv-
ices but excellent pathways to other provider systems are
important aspects of the programs.
Common Features
All 15 departments, no matter what their style, recog-
nize and accept the important role of the health department
as guarantor of at least basic medical care for all people with-
in their jurisdictions; most of them accept a role either to
provide or to assure participation in a full spectrum of com-
prehensive health services.
Directors of these health departments are impressive for
their strong professional and personal qualities, often young
in years and always young in spirit and energy. All but three
are physicians, one exception being an environmentalist
serving in a rural county, another holding a master's degree
in public administration, and the third a doctorate in public
health. More than one-half of the directors have had formal
preparation in public health. All of the directors are notable
for their political acumen, strongly and smoothly connected
to the local political scene. Many of the directors acknowl-
edge a debt to a predecessor who may have blazed a trail and
exhausted his own energy or credibility. The directors are
not necessarily permanently connected to their present posi-
tions-several are recent appointees; others moved to larger
opportunities during the course of our study.
Many of the departments and their directors enjoy the
support of a local political patron, i.e., a mayor or influential
Commissioner has taken health services as a political issue
for career emphasis. In one instance (North Carolina), the
political sponsorship came from state government as part of
the state health department's emphasis on primary care.
That circumstance is exceptional. The successful political
chemistry for developing most of these outstanding health
departments was a combination of efforts by local elected
officials and local health directors, often with the help of fed-
eral funding.
All of the health departments enjoy support or at least
indulgence from local practitioners and hospitals. There was
never any indication of overt hostility or conflict between the
health department and other providers in the area.tt Prac-
ticing physicians were not always knowledgeable about
health department programs but never demeaned them.
tSeattle-King County Health Department, Seattle, WA; Ap-
palachian-Region II Health District, Greenville, SC; Thurston-
Mason Health District, Olympia, Wa.
ttln two instances there were reports of ill feeling between
the health department and comprehensive neighborhood health
centers which were reported to perpetuate a posture of militancy
since the 1960s. In another instance a newly organized proprietory
Health Maintenance Organization was agitating to contract for many
services which the health department offers.
In two instances, new programs of great strength grew
out of community conflicts more than a decade ago, although
the health departments had not been a participant in the con-
flict. One of the conflicts was between physicians in private
practice and the local state medical school. A greatly
strengthened health department rose like a phoenix from the
ashes of that confrontation. In another instance, a municipal
hospital had come under serious attack during the civil rights
demonstrations of the 1960s; a greatly strengthened health
department was part of the solution to that problem.
Relationship with Local Providers: Three patterned
relationships characterize the working styles beween health
departments and the private sector:
1) The Parallel Model-The health department services
are self contained. There is no sharing of facilities or staff
with the private sector; no organized referral patterns are
developed or encouraged. With such dual systems of care, a
number of health departments have developed a full spec-
trum of services including specialized tertiary care. How-
ever, in most instances, the parallel streams merge for joint
use of hospitals or emergency room facilities. In commu-
nities which are characterized by dual or parallel systems,
the practitioners often are not knowledgeable about health
department programs. In several instances the physicians
openly support the expansion of services by the health de-
partment as a device which keeps unwelcome poverty level
patients out of the private doctor's office. Several enlight-
ened physicians report that the duality is regrettable but
probably necessary because the poverty level families have
problems which are poorly dealt with in private physicians'
offices. These physicians point out the advantages of merg-
ing medical, social, and environmental inputs into health
services under one organized authority. One practicing phy-
sician suggested that parallel public and private services
might be both necessary and desirable because the private
sector had demonstrated an incapacity to monitor and regu-
late itself in order to maintain quality and exercise prudence
in use of resources in the public interest. He felt that parallel
public sector programs serve as a competitive influence
which helps maintain high standards of care and a sense of
public accountability among all providers. Not all physicians
were so insightful. In one community a practitioner demon-
strated little knowledge or interest about the work of the
health department, declaring, "I don't care that they do, so
long as they stay on the west side of town."
2) The Interactive Model-Several excellent health de-
partments have established mutually supportive working
relationships with the private sector. For example, a rural
department struggling to establish and sustain a program of
primary care had a problem with recruitment of well quali-
fied physicians for the clinic. A group of local practitioners
agreed to staff the health department's pediatric clinics and
to supervise nurse practitioners. That relationship was not
always trouble free, but it ultimately enabled the health de-
partment to establish a service program which cared for
about 30 per cent of all children in the county. In time, the
relationship with the private practitioners was discontinued
when the health department acquired a well qualified physi-
cian from the National Health Service Corps.
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One of the city departments gained the private sector's
support for establishment of comprehensive health centers
in the four quadrants of the city by designating the centers as
Access Clinics. Their first mission was to engage in outreach
to bring unserved people into the clinics for evaluation of
health care needs. These people were then offered the option
to be "mainstreamed" for care by private practitioners or by
one of the Health Maintenance Organizations under con-
tracts for payment by the health department. Patients who
elected not to be mainstreamed stayed with the clinic where
they received comprehensive health services. The plan
worked to everyone's satisfaction. Large numbers of people
were in fact mainstreamed, which pleased the private practi-
tioners. Many others stayed with the health department pro-
gram which expanded appreciably to a point where very few
people were any longer unserved. The sophistication of the
Access Clinic in rendering medical care was impressive.
3) The Accommodative Model-In this arrangement the
public and private sectors communicate well enough forjoint
planning but do not interact appreciably for the rendering of
services. A line of demarcation between the public and pri-
vate domains is perserved, but it tends to shift in order to
assure that entire populations are covered. When one pedia-
trician left an area and recruitment of a replacement was not
successful, the remaining local private practitioners support-
ed the health department's expansion of childrens' health
services and the intent to recruit a National Health Service
Corps physician to cover the unserved population. The ex-
pectation was implicit that if a private physician could be
found, then the health department would retrench.
It is important to emphasize that programs of high ex-
cellence are found with each of these models. The alleged
disadvantages of dual or parallel systems of care were not
apparent in any of the models. The relationships are not al-
ways stable nor pure; in the course of our observations one
small county department seemed to switch from an inter-
active to a parallel model. In another county, two models
were simultaneously operative within the same public health
system. One was an interactive health department and the
other was a parallel county hospital with its own small HMO
and satellite neighborhood health centers. The models, al-
though described as discrete entities, might be considered as
points on a continuum.
Tensions are not absent between public and private pro-
viders in the study communities, but sources of tension are
attended from all sides with intelligent discretion. Health de-
partment directors or their associates nearly always, even in
communities with parallel systems, attend meetings of medi-
cal societies and hospital staffs, reporting on new programs
and interpreting newly documented needs. Practicing physi-
cians invariably give high praise for the quality of the health
departments' professional staffs and services. One physician
said, "Oh, we could find a sorehead or two if you wanted to
talk to one, but they don't represent the prevailing spirit."
Client Attitudes: Nearly all of the clinics work on an
appointment basis. Many clinics provide transportation for
patients who cannot provide their own or cannot use public
transportation. The waiting rooms, which are cheerful, com-
fortable and well appointed, were never crowded, although
movement in and out was fairly constant. The clients were
consistently enthusiastic about their services and, even with
prodding, had very little complaint to offer. There were vir-
tually no recommendations on how services could be im-
proved.
Data from interviews in the waiting rooms are present-
ed, not because they yield definitive findings, but because
they challenge some established attitudes and suggest issues
for additional research. A total of 85 clients or their families
were interviewed. Asked about the usual waiting time for an
appointment, 55 per cent reported waiting times of 30 min-
utes or less; 23 per cent, 60 minutes or less; and 21 per cent,
more than one hour on at least one occasion.
Fifty-two per cent of the respondents reported that they
always saw the same provider. The provider was sometimes
identified as a doctor when in fact it might have been a nurse
practitioner. A number of respondents expressed pleasure at
having all of their needs met in one setting, contrary to their
previous experience with private physicians.
The most surprising finding was the high proportion of
clients (47 per cent) who reported that they never sought
care outside the health department system. The exceptions
tended to be for maternity care in one community where
such care was attached to the hospital and its outpatient clin-
ics. Another common exception was for dental services, al-
though the number of departments which offered extensive,
even restorative, dental care was impressive. A number of
clients reported occasional use of emergency rooms or pri-
vate physicians for serious illness.
Very few departments had an active program of con-
sumer involvement in either governance or advisory capaci-
ties for the work of the clinics. One important exception was
Maricopa County where there was an advisory panel for a
primary care center; another department had a designated
ombudsman at each major health center; and a few depart-
ments had special advisory boards for categorical programs
such as teenage health services. The overall impression was
that consumers are not actively trained or organized to par-
ticipate in governance as they were with neighborhood
health centers a decade ago. In one sense, the elected offi-
cials (mayors and commissioners) who manifest a strong
commitment to public health programs are regarded as a
form of consumer participation in the elective democratic
tradition.
Cincinnati presents an interesting mix of clinics, some
of them under substantial neighborhood consumer control.
The health department operates eight full service health cen-
ters, and contracts with the US Department of Health and
Human Servicesttt (DHHS) for support of six others which
began as independent OEO supported health centers under
the authority of local boards. These local boards persist and
continue to be influential-sometimes troublesome to the
health department and other times most useful. The con-
sumer boards can exercise political pressures on city govern-
ment or on DHHS which would be out of bounds for the
health department.
tt1Formerly Health, Education, and Welfare (HEW).
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The clientele for most programs in the 15 departments is
at or below the poverty level. Nearly all clinics have sliding
fee scales which enable free services for the poor, and mod-
estly priced services for the near poor. A number of inter-
views revealed working women with annual salaries in the
$10,000-12,000 range who obtained perinatal and well child
services at the health departments but visited a private phy-
sician during times of illness.
Socioeconomic clustering tended to break down for
family planning and venereal disease clinics; an important
issue is assured confidentiality. Many middle class and upper
income people, especially teenagers, attend these clinics for
specialized services, and obtain the balance of their care
from family physicians.
Another important example of service to all socioeco-
nomic groups involved surveillance by public health nurses
of hospital discharges in Cincinnati. Each day the nurses re-
view discharges to make certain that follow-up care is ade-
quate. In many instances, public health nurses engage in
home visiting under the supervision of private practitioners
who continue overall responsibility for their patients. This
procedure is especially noteworthy because it developed in a
community which in most other respects follows a strictly
parallel system of relationship between health department
and the private sector.
One remarkable feature of the health departments stud-
ied is that, with rare exception, they have emerged in areas
where other provider systems abound. The number of physi-
cians, hospital beds, HMOs, and industrial health programs
is impressive. Even rural counties tend to be well supplied
with physicians and hospitals. The striking feature about the
study communities was that even with plentiful resources
there were still extensive unserved populations. Some inter-
esting questions are raised: Do excellent public health de-
partments generally tend to develop in areas which are ex-
cellent in other aspects of health care, and where other serv-
ices are strong? Does this atmosphere attract the most
outstanding public health professionals? Do excellent health
departments tend to gain local support in areas where the
contrasts are strong between well served and unserved pop-
ulations? In this atmosphere does a public conscience work
which strives toward equity in health services? Does this
public conscience not become aroused in areas where short-
ages are so extensive that no strong contrasts can be made?
Answers to these questions are not available from these
studies. We can deny with perhaps only one exception-a
rural study county-that outstanding health departments are
stimulated to grow out of medical deserts. The study depart-
ments developed in areas of relative plenty in terms of mea-
surable resources but not in terms ofequitable distribution of
services.
Relationship to Government
With only one exception (North Carolina), study depart-
ments did not report substantial support or stimulation from
their state governments or state health departments. Several
departments reported that their colleagues at the state level
were interested and provided encouragement and moral sup-
port but had few resources to share. Another department
(Denver) became so well established, that it began attracting
large numbers of patients from surrounding counties. Using
this justification, the department was able to receive a direct
legislative appropriation, but this support did not come until
after the department was already an established success. An-
other department reported that state agencies were obstruc-
tive and meddlesome, tending to interfere with important
funding relationships with the federal government.
These circumstances also invite speculation. National-
ly, all local health departments ultimately derive their au-
thority from the state level. In some states-notably the ones
where we have studied local health departments-the alloca-
tion of authorities from state to local levels has been so com-
plete that only tenuous relationships to the state remain. In
some other states, local health departments function almost
as satellites of the state government, with directors being ap-
pointed by the state agency and with substantial funding
coming from that source. In our study, none of the out-
standing health departments enjoyed that kind of relation-
ship with the state level. It should be noted that interviews
were not held with officers of the state agencies.
Staff of the study departments seemed well informed
about the work of the local planning authorities (Health Sys-
tems Agencies) but not much influenced by it. The directors
tended to speak disparagingly of the planning efforts and re-
ported their own involvement to consist largely in providing
data for the HSA to use in its reports and deliberations. A
few departments expressed resentment that their department
was not constituted as the planning authority. Only one or
two departments reported direct significant involvement in
the planning process. No department identified the planning
authority as a useful forum for building relationships or serv-
ices with other providers.
All of the departments, regardless of size, demonstrated
aggressive resourcefulness in incorporating federal funds
and programs into their own activities. In rural areas the Na-
tional Health Service Corps physicians and programs spon-
sored by the Appalachian Regional Commission and Health
for Underserved Rural Areas were all conspicuous. In met-
ropolitan departments, Children and Youth and Maternal
and Infant Care Projects, or Comprehensive Neighborhood
Health Centers were nearly always present singly or in vari-
ous combinations. Many of these projects had been initiated
under sponsorship by the health department during the years
offunding by the Office of Economic Opportunity. Such pro-
grams of comprehensive care seemed to be the springboard
from which several health departments expanded their areas
of service. In Denver, for example, two comprehensive
neighborhood health centers now serve as district centers,
each with its own neighborhood satellites. These district
centers are elaborate and well staffed, and would be envied
by outpatient departments of many teaching hospitals. The
Denver system consists of a citywide service network which
includes 10 well-child centers, seven satellite clinics, two
district health centers, and the city hospital. Denver con-
tracts with DHHS for a block grant to support the system
and its components which qualify for federal funds, such as
Maternal and Infant Health, and Children and Youth proj-
ects.
AJPH January 1981, Vol. 71, Supplement 23
MILLER, ET AL.
The Special Supplemental Food Program for Women,
Infants, and Children (WIC) is ubiquitous, bringing into the
health department people who seek food and who stay for
medical care. Categorical federal grant programs are well
represented: teenage health, family planning, lead screening,
migrant health, sickle cell screening, and hypertension
screening. The study teams were able to identify few poten-
tial sources of federal support which these health depart-
ments had not already explored and, in most instances,
implemented.
A few cities had worked out special arrangements with
the state and federal governments for Medicaid payments.
The health department in Multnomah County, for example,
by means of a special Medicaid waiver served as the broker
for services to the medically indigent, buying services on
their behalf from Health Maintenance Organizations or from
privately practicing physicians. The program in Contra Costa
was negotiating for Medicaid prepayment for enrollment of
eligible clients in the county medical system clinics. In the
study communities, Medicaid appeared to have had a para-
doxical effect-having been started in order to remove eco-
nomic barriers to the private sector, it appears to have raised
expectations and provided mandates which effected an in-
crease in public sector care.
The brisk and constructive relationship between these
health departments and the federal government contrasts
with the desultory linkages with their own state govern-
ments. In significant ways the study departments can be re-
garded as surrogates of federal government functioning at
the local level. Several departments, notably Cincinnati, in
fact regard themselves as surrogate federal programs for a
major part of their clinical activities.
Provisions for Continuity of Care
All of the departments have worked to enhance continu-
ity of care and have developed a variety of innovative ap-
proaches. 1lhe success of these approaches is suggested by
the high percentage of interviewed clients who reported that
they never moved outside the health department system for
care. Some of the innovations included the following:
Hot Lines: Several departments have developed tele-
phone services for off-hour coverage. During night and
weekend hours, nurse practitioners are available by tele-
phone to advise patients concerning their immediate con-
cerns and to arrange early appointments at clinics or recom-
mend immediate visits to emergency rooms. The hot line
services do not always have available the client's record to
assist with advice. Some communities are striving to achieve
this end by means of computerized record systems and ter-
minals. Clients who use the hot lines reported enthusiasti-
cally about them.
Computer Tracking: Greenville-Pickens, South Caroli-
na has pioneered in the use of computerized records for all
patients enrolled in health department clinics. This was used
originally as an administrative tool to track broken appoint-
ments and monitor service loads of various providers and
clinics; it has provided quick exchange of information when
a client has appeared at a satellite clinic different from the
one he/she ususally attended. Plans are in progress for situat-
ing computer terminals in hospital emergency rooms so that
essential features of the medical record are immediately
available to authorized personnel. In a health district which
includes 350,000 people, there are on-line computer records
for about 200,000. One local practitioner, an immediate past
president of the local medical society, reported that he occa-
sionally refers private patients to health department clinics
for services such as immunization or family planning in order
to assure that a record will be established on the health de-
partment's computer system.
Cincinnati is developing a similar program which will
enable emergency room read-outs but with limitations on
medical data. That system is already in operation to share
client data among the 14 full service health centers which fall
under the health department's authority.
Questions have been raised concerning the con-
fidentiality ofcomputerized records. Directors demonstrated
the elaborate coding devices which are required to key into
the record system; they believe that such devices are more
foolproof than written records which are too casually made
available in many places.
Outreach and Manual Tracking Systems: In Craven
County, North Carolina, health department personnel daily
check the records of all newborns in the local hospital in
order to make certain that each has some provision for con-
tinuing health care. Similar checks are made on emergency
room rosters to determine if any patient who ordinarily at-
tends the health department clinics has appeared for emer-
gency treatment. The public health physician is on call to the
emergency room to assist with such visits if necessary. That
same physician makes rounds in the hospital on children
from the health department clinics who have been hospital-
ized.
Some departments work closely with public hospitals or
even administer them. A hospital under public authority, as
in Denver, may enable easy access from health department
clinics to hospitalized care. Such authority does not always
assure access. For example, in Maricopa County the health
department and the municipal hospital are under the same
administrative authority. However, health department per-
sonnel are disturbed that their patients are not necessarily
assured admission to the hospital. When admission does
take place the hospital staff, different from the clinic staff,
ordinarily insists on repeating the entire evaluation and diag-
nostic work-up.* Some departments have worked out closer
relationships with voluntary hospitals.
A number of cities have combined their medical clinics
with other essential services. In Memphis-Shelby County a
maternal and child health clinic shares a building with a day
care center, a branch library, a program providing hot lunch-
es for senior citizens, a social center, and a recreation pro-
gram which includes bus tours to recreational and education-
al facilities. Most of these services are sponsored by the
Community Action Program which works in close collabora-
*Within the period of study, the director of the local health de-
partment in Maricopa County was promoted to leadership over both
the hospital and the neighborhood clinics. He hopes to improve link-
ages between the levels of care.
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tion with the health department. Similarly, in Denver, one of
the full service satellite health centers is located across the
street from a center of the Community Action Program
which provides day care and many other support services.
Nearly all of the health departments have tried evening
and weekend clinics. The experience is not uniformly suc-
cessful; several places have abandoned the practice except
for one or two days per week when services are extended
into early evening hours. Safety for personnel and for clients
during evening hours is a problem in some sectors of cities
where the needs for services are thought to be greatest.
Some departments are working with consumer advisory
groups to determine ways in which utilization during off-
hours can be improved.
The response of clients to off-hour coverage is inter-
esting. This did not seem to be an issue of high priority. Re-
peatedly we heard the response that problems of off-hour
coverage in health department clinics are no different than
with private physicians: "They both send you to the emer-
gency room at night and on weekends."
Costs and Finances: Data are not yet completely avail-
able on the aggregate costs for the personal health services
of the study departments. Per capita costs based on the en-
tire population of the service area range between $10 and $45
per year. The proportion of funding which depends on local
tax sources ranges from 17 to 68 per cent of the departments'
total personal health service budget (the upper range per-
tains to Maricopa County which does not benefit from Med-
icaid funding). Several areas have voted down propositions
which would have reduced the availability of local tax funds.
At the time of our visit, the California departments had not
yet felt the effects of Proposition 13 on budgets, but staff
vacancies had increased in anticipation of an uncertain fu-
ture.
Analysis is still in progress to sort out proportional fund-
ing between state and federal sources. Cincinnati receives 65
per cent of its funds from federal sources, and allocates sub-
stantial Revenue Sharing funds to the operational costs of
primary care clinics. Medicaid is a significant contributor of
fee income (40 per cent) in one department which supports
14 per cent of its program from fees.
Staffing: Health department clinics rely extensively on
nurse practitioners, but patterns are not consistent even
within the same department. Several study departments em-
ploy large staffs of full-time salaried physicians and dentists.
In the Maricopa County department, there are 30 board cer-
tified physicians compared to 16 in Cincinnati. Denver has
162 including those on the staff of the city hospital, and a
waiting list of other physicians have made application to join
the system. Staff members are alert, well-trained, zealous
professionals who foresee bright futures in public service.
The interaction between private practitioners and the profes-
sional staffs of some health departments attests to new levels
of competence and respect. Private patients are sometimes
referred to specialty clinics of health departments for consul-
tation. Examples include chest disease, orthopedic, and car-
diology clinics.
Measures of Improved Health: Tracing a direct causal
relationship between the efforts of medical providers and a
population's improved health requires-even under care-
fully controlled circumstances-a willingness to believe.38
That willingness for the study communities is supported by
consistently improved indicators of health during the time
when the study departments expanded their services. Simi-
lar improvements can, of course, be cited in non-study com-
munities. In Denver, the five-year infant mortality rate de-
clined by 42 per cent between 1966 and 1976; in Memphis,
where 84 per cent of all immunizations for Black children are
given by the health department, complete immunizations
have been achieved for 90 per cent of all children at two
years of age; the gap between rates for Black and Whites has
been nearly eliminated. In Maricopa County, since 1974 the
proportion of deliveries without prenatal care has dropped
from 30 to 6 per cent; premature births have declined since
1970 from 73.4 to 60.8 per 1,000 births. In Cincinnati the pro-
portion of deliveries without prenatal care dropped from 22
to 5 per cent between 1965 and 1978. During this period, im-
provements are also documented for rates of low birth
weight and perinatal death. Both Detroit and Newark, with
concentrations of poor Black populations, have documented
dramatic declines in infant mortality rates. In Newark, the
gap between rates for Blacks and Whites has been closed
(14.9 and 15.8 respectively in 1975). Caution attends efforts
to attribute all these gains only to the efforts of the local
health departments. In time, community-based preventive
health service standards may become available to assist with
such assessments.37
Other Public Health Services: There has been concern
that health departments which emphasize personal health
care may do so at the expense of other endeavors such as
community-based preventive services and environmental
protection. Complete data are not yet analyzed on these
points, but the impression of field teams is that the study
departments which are excellent in personal health services
also excel in other aspects of public health. School health
programs, fluoridation, noise pollution control, air and water
purity, waste disposal, sanitation-all of these endeavors
and more seem to flourish in the same communities and often
under the same departments which provide exemplary per-
sonal health services. One of the departments (Maricopa)
employed an ingenious management device to preserve a
preventive emphasis: an audit of time and effort reports was
reviewed quarterly in order to facilitate reassignments which
preserve a fixed ratio in favor of preventive services.
Further Observations
Accurate data on public providers of medical care, espe-
cially health departments, are difficult to obtain. Under-
reporting is suggested in many surveys. Few surveys, for
example, differentiate the status of physicians or dentists ac-
cording to working circumstance. Reporting that a child has
his own pediatrician is an incomplete designation of the
source of care. The pediatrician cannot safely be presumed
to work in private practice, ignoring the possibility of em-
ployment in a public provider system such as a health de-
partment or a health center. This consideration is a sub-
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stantial one; a recent survey sponsored by the American
Academy of Pediatrics reported that 41 per cent of pediatri-
cians are now salaried.39 Roemer has reported on the rising
share of all patient-physician encounters in the United States
which are occurring in organized settings (about 50 per cent
by the early 1970s).4°
Similar confusion attends understanding of the public
agencies' share of utilization among hospitals, emergency
rooms, and outpatient departments. Some hospitals are pub-
lic institutions, administered by orjointly with health depart-
ments. Some private or voluntary hospitals accommodate
clinics on their premises-including emergency rooms-that
are organized, staffed, and financed by the local health de-
partment. School-based health services may in fact be health
department programs which operate on school premises.
Neighborhood Health Centers may be freestanding clinics
or may be organized as a part of the health department.
Patients may not be aware of clinic sponsorship; they may
provide accurate information on the place of their care but
not its administrative or fiscal authority. Regrettably, public
providers-including health departments-have done little
to enlighten understanding on the scope of their own efforts.
Even if all these possible sources of error could be cor-
rected, they probably would not greatly alter certain allow-
able observations. Most people (about 90 per cent) have a
regular source of medical care, and for most people that
source is a privately practicing physician or group (80-90 per
cent). Poor people and especially poor Blacks have reduced
likelihood of having a regular source of care (about 80 per
cent) and reduced likelihood that the source is a privately
practicing physician or group (55-60 per cent). The distribu-
tion of usual providers among the other 40-45 per cent shows
considerable variation among different reports; in most areas
the range of 15 to 25 per cent would cover public clinics and
health centers; another 15 to 25 per cent would cover emer-
gency rooms and outpatient departments as the usual source
of care.
The public health department's important role in render-
ing personal health services rests, not so much on its magni-
tude, but as a device either real or potential for assuring that
all people are reached by at least basic medical care. People
reached by the health department tend to be those who are
most in need, and those who are most likely to be by-passed
in a pluralistic system of care which protects professional
prerogatives for private and voluntary providers to opt out of
services to many potential clients.
Available information is imprecise on care which relies
on a mixture of providers that includes public clinics. Such a
pattern may involve up to 50 per cent of the care delivered to
poor children. Published reports tend to describe such use as
if it were random and disorganized; at least no usual source
of care is readily identified. Patient interviews suggest that
well established but poorly documented patterns are oper-
ative. Well known examples include use of public clinics for
prenatal and postnatal care, well-child services, and use of
either emergency rooms or private physicians for sickness
care. Such separation of services has been advocated by
some experts as desirable in order to enable selective em-
phasis to be placed on preventive services to protect them
from an encroachment by expensive technologies of curative
medicine.4' Even though such patterns of separated care do
not conform to conceptual stereotypes of best quality, judg-
ments may well be held in abeyance pending further study of
their outcomes.** The concept of comprehensive care is
much cherished but the evidence that it results in improved
health status is equivocal at best.
To the extent that public clinics are usual sources of
care, they receive high marks for emphasizing preventive
services. That credential assumes new importance as the na-
tion strives to- establish official public policies for health pro-
motion and disease prevention.42
The case studies on exemplary local health departments
give credence to at least two important views of personal
health care: the first perceives that local health departments
can be one of the important providers of care, rendering
some services to some people in ways that deserve respect-
ful attention; the second view perceives a role for health de-
partments that is unique among providers-guarantor of at
least basic medical care to an entire constituency. The op-
tions for providing that guarantee are diverse according to
considerations of local circumstances. Some departments
emphasize the direct rendering of care; other departments
emphasize the enablement and supplementation of other
providers.
Health departments can be seen both as innovators of
new approaches to care, and as a means for institutionalizing
innovations pioneered by others. Some of the innovations
represent imaginative use of new technology (computerized
storage and transmittal of records), while others represent a
new emphasis on neglected aspects of public health from an
earlier era (use of public health nurses). That new emphasis
is both timely and necessary in the current political climate
where many decisions about health resource allocation are
influenced by people who bring expertise from endeavors
such as economics, planning, or community organization,
but not from public health practice.
These case studies may be most useful in identifying
new areas for research. The official public health agencies
have heretofore escaped significant attention in the priorities
of health services research. Issues of utilization, continuity
of care, consumer attitudes, and professional relationships
all deserve careful study. The linkages between health de-
partments and various levels of government are another im-
portant area for study. The case reports suggest strong ties at
local and federal but not state levels. The degree to which
**Since preparation of this article a report has appeared com-
paring differences between actual and expected illness prevalences
(tracers) among children using different medical care delivery sys-
tems. Children with a solo doctor as the only usual provider had
higher illness ratios than children with multiple or no usual pro-
viders. These differences were not explained by population vari-
ables or by selection of providers based on children's recent health
problems. The authors conclude that the possible benefits of con-
tinuity did not outweigh the poor performance of solo doctors. On
the other hand children enrolled in prepaid group medical care
experienced better outcomes compared with children with multiple
or no usual sources of medical care. Dutton, DB, and Silber, RS.
Children's health outcomes in six different ambulatory care delivery
systems. Med Care 1980: 18:693-714.
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state or local health departments can serve as surrogates of
federal government, or at least as facilitators of national
health objectives, deserves careful study.
The proliferation of community-based, federally-sup-
ported health centers during recent years appears to have
been based on the assumption that state and local health
agencies are not promising agents for fulfillment of national
health objectives. Such widespread federal activity inde-
pendent of the official health agencies at the community level
poses many questions. These questions are especially urgent
to those who remember the advent of New Federalism in
1972, which abruptly curtailed federal involvement in local
service programs which had looked most promising. That
policy shift unloaded many health problems on local and
state governments, while reducing earmarked resources to
cope with the problems. Policy analysts who understandably
criticize the wide discretion demonstrated by state and local
governments in addressing the needs of neglected popu-
lations can take little comfort from such federal policy shifts.
The need for stabilizing working relationships among the
various levels of government is urgent in the interest of re-
sponsible public commitment to a healthy population.
In 1977, at the conclusion of a survey report on local
health departments, the authors made the following state-
ment: "The United States has in place an unevenly operative
public infra-structure of community and personal health
services-understaffed, underfunded, and widely ignored.
The possible benefits that might derive from correcting these
neglects deserve close attention."32 The 15 study depart-
ments exemplify communities which have given attention to
the public infrastructure of community and personal health
services. The benefits appear impressive.
Summary
Many people (40 per cent) receive each year some per-
sonal health service provided by local health departments. A
substantial number of poor children (50 per cent) look to
public agencies including health departments for all or part
of their medical care. A number of departments including
those represented in this study come close to serving as the
guarantor of basic medical care for entire constituent popu-
lations, reaching those people who are not reached by other
provider systems. Health departments over the past decade
have increased their involvement as providers of medical
care, in part assisted by such federal initiatives as WIC, and
Medicaid. Health departments have institutionalized many
of the innovations generated by federal demonstration proj-
ects of the 1960s, and continue a tradition as centers of
important innovation in styles and continuity of health care.
The health departments studied are notable in many re-
spects, not the least of which is their constructive relation-
ship with private providers. Some health departments ap-
pear to function at high levels of effectiveness in a dual fash-
ion alongside private provider systems. Other departments
interact or accommodate with private providers in ways that
appear beneficial to the populations they serve. It would ap-
pear that both public and private provider systems are essen-
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tial, and that they need not compete; they can provide mu-
tual reinforcement for achieving universal and equitable
health services in the public interest.
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APPENDIX
Study Departments and Some Service Characteristics of
Special Interest
Appalachian-Region II Health District, Greenville, SC:
population 350,000. Nine thousand children are served in the
department's well-child and pediatric clinics; with the help
of a computerized tracking system the department estimates
no unserved children under 12 years of age in the two county
region of service.
Cincinnati (Ohio) Health Department: population
450,000. Seventy thousand persons live within poverty lev-
els; 60,000 clients are served in the city's primary care clin-
ics.
Contra Costa County Health Department, Martinez,
CA: population 580,000. Five thousand clients are enrolled
in a county sponsored HMO; these and other patients are
cared for in four county operated neighborhood health cen-
ters which are linked with a county hospital; the largest of
the centers registers 250-300 patients per day in a complex of
general and specialty clinics.
Cortland County Health Department, Cortland, NY:
population 46,000. In addition to a variety of screening activ-
ities, the health department sponsors three rural health clin-
ics with an unduplicated patient enrollment of over 8,000.
Craven County Health Department, New Bern, NC:
population 68,000. Thirty per cent of the children in the
county receive all or part of their medical care in the well-
child and primary care clinics of the health department.
Denver Health and Hospitals, Denver, CO: population
510,000. One out of three residents receives all or part of
their medical care in the department's extensive system of
neighborhood and specialty clinics.
Detroit Health Department, Detroit, MI: population
1,270,000. In addition to extensive categorical dental, family
planning, and perinatal clinics, approximately 50,000 per-
sons are enrolled in the primary care clinics of the health
department.
Lane County Health Department, Eugene, OR: popu-
lation 240,000. The health department established a clinic in
an isolated area to provide for a small, previously unserved
population.
Maricopa County Division of Public Health, Phoenix,
AZ: population 1,320,000. A multi-clinic program of primary
care which began less than a decade ago in an area the size of
Massachusetts and Rhode Island now services about one-
third of the entire poverty level population.
Multnomah County Department of Human Resources,
Portland, OR: population 560,000. By a system which fea-
tures both direct and contracted services, the health depart-
ment assumes responsibility for assuring that no persons are
uninvolved in routine and appropriate specialized medical
care.
Department of Health and Welfare, Division of Health,
Newark, NJ: population 335,000. The department engages in
extensive screening and case finding programs (sickle cell,
lead, and tuberculosis), in well-child and perinatal care, and
in financing of medical care in seven federally sponsored
Health Centers; these systems are expanding in an area
where practicing physicians are scarce and further diminish-
ing in numbers.
Seattle-King County Health Department, Seattle, WA:
population 1,180,000. The department has developed a den-
tal education and screening program, and serves as the pro-
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vider of last resort for restorative dental care; in 1978 the
program included 12,600 mobile van visits to a variety of
sties including schools; over 16,000 persons are enrolled in
the maternal and child health programs of the department.
Memphis-Shelby County Health Department, Mem-
phis, TN: population 770,000. Each year 150,000 persons uti-
lize the services of the health department's primary care cen-
ters; this figure does not include additional encounters in
various categorical clinics.
Thurston-Mason Health District, Olympia, WA: popu-
lation 224,000. Mobile vans take medical care to remote un-
served populations in a five-county area.
Yolo County Health Department, Woodland, CA: popu-
lation 100,000. Over 2,000 persons are enrolled in a primary
care center which was established by the health department
to meet the needs of an underserved area of the county.
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